Introduction
Obesity -a pandemic of the twenty-first century -is affecting more than a billion people worldwide. Two to three times more people are overweight. Unfortunately, this growing problem is also concerning children of various ages. Data from the International Obesity Task Force 1 indicate that 22 million children under the age of 5 are obese or overweight.
In the face of a growing problem of childhood obesity in 1991, a group of physicians established the European Childhood Obesity Group (ECOG). Some of its founding members were Elisabeth Poskitt (UK), Walter Burniat (Belgium), Carl Zwiauer (Austria), Margherita Caroli and Claudio Maffeis (Italy), Denes Molnar (Hungary) and Marie-Laure Frelut (France), all deeply involved in the research on obesity in children and adolescents. Since that time, ECOG has grown not only with respect of number of members but most of all with respect of its position, becoming the most important European association dealing with different aspects of childhood overweight. Group members have published in collaboration numerous important papers devoted to epidemiology, risk factors, complications, prevention and treatment of obesity in children. The first article dealing with definition of childhood obesity based on body mass index (BMI) 2 This year, ECOG is approaching its maturity at the 16th workshop in Rzeszow, Poland. Over 100 abstracts have been submitted by the authors from 27 countries located on five continents. Several important topics will be submitted for discussion and lot of experience is going to be exchanged.
Epidemiology
Over the past 30 years, the prevalence of overweight and obesity in children has been increasing dramatically in most of the developed countries. There has been a trend towards its increasing prevalence in developing countries, and in some parts of Africa, the problem of childhood overweight has replaced malnutrition. 10 There are strong national differences in prevalence of childhood obesity. Approximately, 30% of children in the United States are overweight or obese. 11 In Europe, a review of 21 surveys indicated generally lower levels of overweight among children from the countries of central and eastern part of the continent compared to the countries surrounding the Mediterranean. 7 In Italy and Spain, over 30% of 7-to 11-year-old children were obese or overweight, whereas in Denmark or the Czech Republic, the prevalence of overweight in the same age group was only 12%. In children 14-17 years old, prevalence of overweight including obesity was lower than 22%, regardless of the country.
Risk factors
This increased incidence of childhood obesity is multifactorial as it cannot be blamed on genetics or environment alone. It is obviously not possible for the gene pool to change in one or two generations. Molecular genetic abnormalities can presently account for less than 5% of obese individuals. Obesity is a clinical feature of some rare genetic syndromes. The most common is Prader-Willi syndrome caused by the deletion of the q11-q13 fragment of the paternal chromosome 15. Severe obesity occurs in early childhood and is resistant to diet. Excessive body mass is a characteristic clinical sign in children with Bardet-Biedl or Down's syndromes.
Genes may play a permissive role in fat storing paired with sedentary lifestyle and energy dense diet. Maternal and paternal obesity significantly increase the risk of overweight in their children as well as the maintenance of increased body fat mass into adulthood. Childhood obesity is also associated with lower family socioeconomic status. 12 Furthermore, parents commonly do not perceive their children as overweight or do not consider obesity as a risk factor of impaired physical health. 13 During the past two decades, there was a dramatic change in the lifestyle that also affected the young generation. The increasing amount of time, instead of playing outside, children spend watching television or playing computer games. This habit is related with parents' perception of the neighbourhood as unsafe and reluctance to allow their children to go out to play.
14 Television watching is directly linked to childhood obesity not only due to the inactivity but also due to the energy dense food advertising. 15 Some studies demonstrated that children's food preferences can be influenced even by 30-s exposures to the TV commercials. 16 Fast food is also marketed to children through toys and social events.
Complications
Childhood overweight is associated with several adverse consequences. Obese children are at high risk for adult obesity and obesity in adults leads to increased morbidity. However, as the incidence of childhood obesity has increased, paediatricians face the health problems that were restricted formerly to the adult patients. Type 2 diabetes (T2DM) is now diagnosed in about 20% of pubertal children referred to diabetic clinics in the US. 17 In
Europe, although less common, it is present in ethnic minorities but also reported in obese Caucasian adolescents, mostly girls with positive family history for T2DM. 8 Metabolic syndrome (MS) is being identified in up to 30% of obese children. Males of Hispanic origin are at the highest risk; however, abdominal obesity increases the risk of MS in all overweight adolescents. 18 Children who have components of MS tend to continue with them into adulthood.
There are no definite criteria of the MS for paediatric age group and very limited paediatric reference values for waist circumference in Caucasian children. 19 Non-alcoholic steatohepatitis is an increasing clinical problem in obese children and adolescents. 20 It is a clinicalpathological condition in which the liver biopsy shows the signs of steatosis, inflammation and hepatocyte destruction. Its natural history may have a benign course without severe liver function impairment or in rare cases -progression to cirrhosis. [20] [21] [22] Most children are asymptomatic and a clinical challenge is to identify those at risk for progression to cirrhosis as the candidates for potential therapy. Obstructive sleep apnoea (OSA) syndrome is strongly associated with obesity. In patients with OSA, sleep architecture is disrupted with several obstructive episodes and arousal every night. Severely obese children are 4-6 times more likely to develop OSA than their lean peers. 23 
Prevention
In 2003, the American Academy of Paediatrics issued a policy statement on prevention of paediatric obesity and overweight. 24 It states that paediatricians should recognize children at risk for obesity, calculate and plot BMI to identify weight gain and monitor obesity related comorbidities. Other strategies should be breastfeeding encouragement, healthy eating habits and physical activity promotion as well as limitation of TV viewing.
Prevention of obesity in children should be the first line of treatment. However, it is doubtful whether obesity is preventable using currently available intervention strategies. Data from randomized trials to support any particular strategy to prevent the development of overweight in children are lacking.
Treatment
Basic treatment interventions are based on lifestyle changes: diet modification and increased physical activity. Diet should be restricted to produce mild negative energy balance. Soft sugary drinks should be replaced with water. Saturated fats, salty snacks and high glycaemic foods should be reduced and consumption of fruit and vegetables increased. Exercise should be tailored to the child's fitness ability. It is essential to change sedentary behaviour by restricting TV viewing, video games and internet surfing hours. Diet and exercise regimens usually are effective for short-term treatment but long-term effects have been disappointing owing to the noncompliance and high dropout rates. 25 Aggressive approaches to treatment for severely overweight children and adolescents include restrictive hypocaloric diets, drug therapy and bariatric surgery. They should be considered only in morbidly obese patients with severe comorbidities. Very low calorie diets result in rapid weight loss but should not be used in long-term treatment and require physicians monitoring. Currently approved drugs for management of obesity in adolescents (416 years old) are sibutramine and orlistat. Metformin, an insulin sensitizer, is administered to children with T2DM, but in some trials, it reduced BMI zscore even in the absence of dietary intervention. 26 Bariatric surgery may be indicated in selected subjects with extreme obesity and severe comorbidities. 27 Potential candidates for this type of treatment should be referred to centres with multidisciplinary weight management teams. Patients and their families should be aware of possible risks and side effects of individual bariatric surgical procedures and fully understand that it is an effective weight loss tool only when patients comply with recommended dietary and physical activity regimen. All the above-mentioned topics are going to be a matter of discussion during the 16th ECOG workshop. The participants are aware that it is absolutely necessary for the researchers and clinicians to gain a better understanding of the social and environmental contexts by which childhood obesity is becoming a pandemic of twenty-first century. Further knowledge in these fields will certainly give us more opportunities to develop efficacious actions for prevention and treatment of obesity and its complications.
